Objective-This report compares national estimates for selected health status indicators, health behaviors, health care utilization, health conditions, immunizations, and human immunodeficiency virus
Introduction
According to the 2000 U.S. Census Bureau population estimates, 11.9 million people (4.2%) in the United States are members of the racial groups Asian or Native Hawaiian or Other Pacific Islanders (NHOPI) (1). In this report, the term non-Hispanic Asian or NHOPI will be shortened to Asian or Asian American for conciseness. The term Asian refers to people having origins in any of the original populations of the Far East, Southeast Asia, or the Indian subcontinent (1). Asian Americans are among the fastest growing of all major racial or ethnic groups and increased 48% between 1990 and 2000. Asian Americans are expected to comprise over 10% of the population by the year 2050 (1,2). Asian Americans are a heterogeneous population living throughout the United States, who are characterized by a wide variety of languages, dialects, and cultures and represent both extremes of socioeconomic and health indices (1,2). Most Asian persons report a single race; only 0.6% reported Asian and at least one other race in the 2000 census (3). The focus of the report is on selected Asian subgroups-Chinese, Filipino, Asian Indian, Japanese, Vietnamese, and Korean.
Asian Americans are more concentrated in some areas of the United States than in others. According to the 2000 census, Asian Americans are concentrated in the West (49%) and Northeast (21%) regions of the United States. Over one-half of all persons who reported Asian race lived in just three states: California, New York, and Hawaii (1). California had the largest Asian population (4.2 million), followed by New York (1.2 million) and Hawaii (0.7 million). The sizes of the Asian subgroups vary. The largest Asian subgroup in the United States is Chinese (2.7 million), followed by Filipinos (2.4 million) and Asian Indians (1.9 million). These three groups account for 57% of all respondents who reported Asian race in the 2000 census (1).
Although Asians have sometimes been stereotyped as the ''model minority'' because of their socioeconomic achievements and overall health status, this label is not true for all aspects of their health. Health disparities also exist among Asian Americans (2). For example, although cancer mortality rates for Asian Americans are low compared with other U.S. populations, Asian Americans have the highest incidence rates of liver and stomach cancer for both sexes compared with Hispanic, non-Hispanic white, or non-Hispanic black persons (4). Although no national cancer mortality data are available for Asian subgroups, data from California illustrate the variations within the Asian population. Age-adjusted mortality rates for liver cancer per 100,000 males in California were 23.8 for all Asians, compared with 6.8 for non-Hispanic whites (5). Within the Asian male population, mortality rates for liver cancer varied by subgroup: 54.3 for Vietnamese, 33.9 for Koreans, 23.3 for Chinese, 16 .8 for Filipino, and 9.3 for Japanese (5). Some Asian subgroups are disproportionately at risk for chronic obstructive pulmonary disease, diabetes, chronic hepatitis B, and tuberculosis, compared with other Asian subgroups as well as other race and ethnic groups (2).
In addition, some Asian subgroups have high rates of cigarette smoking and low rates for cancer screening, mental health services use, leisure time physical activity, and knowledge of blood cholesterol and blood pressure status (2,6-8). For example, although Asian Americans as a group have relatively low smoking rates (18%), among Asian subgroups, smoking rates are highest among those who are Laotian, Vietnamese, or Cambodian (9). These health disparities may be related to cultural, genetic, socioeconomic, or behavioral factors (4,9-12).
In this report, national estimates for selected health status indicators, health behaviors, health care utilization, health conditions, immunizations, and HIV testing status are examined using the 2004-2006 NHIS data. The report focuses on the non-Hispanic, single-race Asian population but presents comparison data for the Hispanic, non-Hispanic white, non-Hispanic black, and non-Hispanic AIAN populations. Estimates are also presented in the tables for a category that includes other Asian and NHOPI. Information on the largest Asian subgroups-Chinese, Filipino, Asian Indian, Japanese, Vietnamese, and Korean-is provided in the text.
Methods

Data source
The statistics shown in this report are based on data from the Family Core and the Sample Adult Core components of the 2004 -2006 . The NHIS, one of the major data collection systems of NCHS, is a survey of a nationally representative sample of the civilian noninstitutionalized household population of the United States. Basic health and demographic information are collected annually on all household members. All members of the household 17 years of age and over who are home at the time of the interview are invited to participate and respond for themselves. Proxy responses are accepted for adults not present at the time of the interview and for children. Additional information is collected per family on one randomly selected adult aged 18 years or over (the ''sample adult'') and one randomly selected child aged 0-17 years (the ''sample child''). Information on the sample adult is self-reported, except in rare cases in which the sample adult is physically or mentally incapable of responding, and information on the sample child is collected from an adult who is knowledgeable about the child's health.
Statistical analysis
Three years of data were combined to increase reliability of estimates for some of the smaller population subgroups. Even with 3 years of data, the standard errors for some subgroups were quite large. In tables shown in this report, estimates with a relative standard error of more than 30% but less than or equal to 50% are identified with an asterisk (*). Readers should exercise caution when interpreting these statistics. Estimates with a relative standard error of greater than 50% are indicated with a dagger ( †) and are not shown.
This report is based on data from 87,029 completed interviews with sample adults aged 18 years and over representing a final sample adult response rate (which takes into account household and family nonresponse) for the combined data years of 70.7%. The household response rate for the combined data years was 86.8%. Procedures used in calculating response rates for combined NHIS data years are described in detail in Appendix I of the survey descriptions of the NHIS data files (16) (17) (18) .
All estimates and associated standard errors shown in this report were generated using SUDAAN, a software package that is designed to account for a complex sample design such as that used by NHIS (19) . All estimates were weighted by using the sample adult record weight and reflect the U.S. civilian noninstitutionalized population aged 18 years and over.
Most estimates presented in this report were age adjusted using the projected 2000 U.S. population as the standard population (20,21). The SUDAAN procedure PROC DESCRIPT was used to produce age-adjusted percentages and their standard errors. Age adjustment was used to allow comparison of various sociodemographic subgroups that have different age structures. The estimates in this report were age adjusted using the age groups 18-24 years, 25-44 years, 45-64 years, and 65 years and over. Estimates for education, health insurance coverage, and pneumonia shot were restricted to certain age groups and were adjusted accordingly.
Age-adjusted estimates were compared using two-tailed statistical tests at the 0.05 level. No adjustments were made for multiple comparisons. Terms such as greater than and less than indicate a statistically significant difference. Terms such as similar or no difference indicate that the statistics being compared were not significantly different. Lack of comment regarding the difference between any two statistics does not mean that the difference was tested and found to be not significant.
Some of the statistics presented in this report can be replicated using NHIS public-use data files and the accompanying documentation available for downloading from the NCHS website at http://www.cdc.gov/nchs/ nhis.htm. To protect respondent confidentiality, the variable that contains the selected Asian subgroups is not included on the public-use data files. Therefore, corresponding estimates for the Asian subgroups cannot be replicated from public-use data files. Many of the references cited in this report are also available via the NCHS website at http://www.cdc.gov/nchs.
Results
In the following section brief, bulleted summaries of the estimates shown in Tables 1-8 and Figures 1-6 are presented for selected non-Hispanic Asian subgroups, the non-Hispanic Asian or NHOPI population as a whole, and the non-Hispanic white, nonHispanic black, non-Hispanic AIAN, and Hispanic populations. For conciseness, the qualifying term non-Hispanic will be omitted when discussing these subgroups in the results. 6% to 15% among adults in other Asian subgroups (Figure 3) . + A large percentage of adults in most Asian subgroups had a bachelor's degree or higher. Asian Indian adults were most likely to have a bachelor's degree or higher (70%), whereas Vietnamese adults were least likely to have that same level of education (29%) (Figure 3 ).
Demographic characteristics
+ Hispanic adults (46%) were two to three times more likely to have less than a high school education than were black (23%), AIAN (21%), Asian (14%), or white adults (11% + Although the prevalence of obesity is low within the adult Asian population, Filipino adults (14%) were more than twice as likely to be obese as Asian Indian (6%), Vietnamese (5%), or Chinese adults (4%). + AIAN (35%), black (34%), Hispanic (28%), and white adults (24%) were three to four times more likely to be obese compared with Asian adults (8%). + Overall, about 3 in 10 Asian adults engaged in regular leisure-time physical activity. Of the adults in Asian subgroups, Vietnamese adults (46%) were most likely to be inactive in their leisure-time. + White adults (33%) were most likely to engage in regular leisure-time physical activity compared with Asian (28%), AIAN (25%), black (23%), or Hispanic adults (22%). Asian subgroups to be in fair or poor health ( Figure 6 ). + Overall, over 60% of Asian adults and white adults were in excellent or very good health, compared with about 50% of black, Hispanic, or AIAN adults. + Vietnamese women (28%) were more than twice as likely as Vietnamese men (11%) to be in fair or poor health. + White women, black women, and Hispanic women were more likely to be in fair or poor health than their male counterparts. No differences were observed between Asian men and women or AIAN men and women.
Health behaviors
Health care utilization
Conditions
Functional limitation
Selected immunizations and HIV testing
Psychological distress
Respondent-assessed health status
Discussion
Consistent with other research (2,3,7-9), this report has shown that Asian Americans as a group are less likely than other minority groups to have less than a high school education, have incomes at or below poverty level, be unmarried, have delayed or not received medical care due to cost, or lack health insurance coverage. Compared with other populations included in this report, Asian Americans as a group were less likely to be current smokers, to be current moderate or heavier drinkers, to be obese, to have lost all their natural teeth, to have a functional limitation, to have experienced serious psychological distress, or to have been told they had hypertension. In addition, Asian Americans as a group were more likely to have no usual place of health care and to have never seen a dentist, compared with white adults.
The findings of this study are also consistent with the few existing studies of Asian subgroups (1-3,6,9) and confirm heterogeneity within the Asian population in terms of demographics as well as health utilization and health outcomes. Grouping all Asian adults into a single category conceals many differences among the Asian subgroups. With respect to sociodemographic characteristics, for example, this study showed that although Asian Americans as a group (11%) were less likely than other minorities to be poor, within Asian subgroups, Vietnamese, Korean, and Chinese adults were about twice as likely as Filipino adults to be poor. Almost three-fourths of Asian Indian adults had a bachelor's degree or higher, whereas less than one-third of Vietnamese adults had this level of education. Almost 6 in 10 Japanese adults were born in the United States, whereas less than 1 in 10 Asian Indians were U.S. born.
Substantial disparities in health care utilization, health behaviors, and health status among Asian subgroups are also notable. For example, 4 in 10 Korean adults lacked health insurance, compared with fewer than 1 in 10 Japanese adults, and one-fourth of Koreans lacked a usual place for care, compared with slightly more than one-tenth of Japanese adults. Korean adults were about two times as likely to be current smokers compared with Japanese adults, and they were more likely to be current moderate or heavier drinkers than other Asians. Although most Asians were in the healthy weight range, about 1 in 10 Japanese adults and Vietnamese adults were underweight, whereas almost one-half of Filipino adults were overweight or obese. Use of preventive vaccines also varied among the Asian subgroups: Japanese adults were more likely than Asian Indian adults to have received an influenza vaccination in the past 12 months and more likely than Filipino adults to have ever received a pneumonia shot, but Japanese adults were less likely to have received a hepatitis B vaccine than were Asian Indian or Filipino adults.
The health status of Asian Americans varied among the subgroups. Asian Indians were about twice as likely as Korean or Vietnamese adults to have ever been told they had heart disease and were twice as likely as Chinese or Japanese adults to have been told they had diabetes. More than one-fourth of Filipino adults and Japanese adults had been told they had hypertension, whereas less than one-fifth of Korean adults had been told they had hypertension.
Although numerous disparities are noted among the Asian subgroups, some health behaviors and health status indicators show little variation. For example, the percentage of adults with functional limitations is similar for the Asian subgroups.
The findings of this study contribute to the understanding of the heterogeneity of selected health behaviors, access and utilization of health care, and health status among Asian subgroups in the United States. Although the report includes selected sociodemographic and health related factors, other factors that may be associated with health outcomes were not examined because of the lack of data on these factors as well as relatively few respondents for some subgroups. Despite combining 3 years of data to increase reliability of the estimates, the standard errors for some subgroups were quite large, suggesting the need for caution when interpreting these statistics. Although the effect of age on the health characteristics studied here was statistically controlled by age adjustment, controlling for other factors was beyond the scope of this report. Future studies, particularly those using multivariate techniques, should consider merging NHIS data for more than three years.
Methodological limitations of the data should also be considered when interpreting results presented in this report. Although considerable effort is made to ensure accurate reporting, the information from respondents may be inaccurate because the respondent is unaware of relevant information, has forgotten the information, does not wish to reveal the information to an interviewer, or does not understand the intended meaning of the questions. Unknowns for education, poverty status, marital status, health insurance coverage, nativity, and length of time in U.S. were not included in the denominators when calculating percentages.
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Estimates for age groups are not age adjusted. Education is shown only for persons 25 years and over. Estimates are age adjusted to the projected 2000 U.S. population as the standard population using three age groups: 25-44 years, 45-64 years, and 65 years and over.
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GED is General Educational Development high school equivalency diploma. Marital status categories include: married (living with or without spouse or living with partner) and not married (never married, widowed, divorced, or separated).
10
Classification of health insurance coverage is based on a hierarchy of mutually exclusive categories. Persons with more than one type of health insurance were assigned to the first appropriate category in the hierarchy. Persons under age 65 years and those age 65 years and over were classified separately because of the prominence of Medicare coverage in the older population. See ''Definition of terms'' for more details. Estimates for health insurance coverage (for those under 65 years of age) are age adjusted to the projected 2000 U.S. population as the standard population using three age groups: 18-24 years, 25-44 years, and 45-64 years. 11 U.S. born is defined as having been born in one of the 50 states, the District of Columbia, Puerto Rico, or any of the other U.S. territories (e.g., American Samoa, Guam, U.S. Virgin Islands, and Northern Marianas). Persons born in a foreign country to parents who were U.S. citizens were also defined as U.S. born.
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Foreign born persons are defined as people living in the United States who were not U.S. citizens at birth. All naturalized citizens, legal permanent residents, illegal aliens, and persons on long-term temporary visas (such as students or guest workers) also fall in this category.
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Includes only those persons who were not born in the United States. NOTE: Unless otherwise specified, estimates are age adjusted using the projected 2000 U.S. population as the standard population using four age groups: 18-24 years, 25-44 years, 45-64 years, and 65 years and over. Denominator for each percent distribution excludes persons with unknown health behavior characteristic.
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Lifetime cigarette smoking status: a never smoker is one who has never smoked at all or has smoked less than 100 cigarettes in lifetime; a former smoker is one who has smoked at least 100 cigarettes in lifetime but is not currently smoking; and a current smoker is one who has smoked at least 100 cigarettes in lifetime and currently smokes every day or some days.
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Lifetime alcohol drinking status: lifetime abstainer has had less than 12 drinks in lifetime; former drinker has had at least 12 drinks in lifetime, but none in the past year; current light or infrequent drinker has had at least 12 drinks in lifetime and 1 or more drinks in the past year and drank 3 drinks or fewer per week, on average; and current moderate or heavier drinker has had 12 or more drinks in lifetime, drank alcohol in the past year, and drank more than 3 drinks per week, on average.
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Body weight status was based on body mass index (BMI) calculated using self-reported height and weight. The formula for BMI is kilograms divided by meters squared. Underweight is defined as a BMI of less than 18.5; healthy weight is defined as a BMI of greater than or equal to 18.5 and less than 25; overweight, but not obese, is defined as a BMI of greater than or equal to 25 and less than 30; and obese is defined as a BMI of greater than or equal to 30. Leisure-time physical activity: inactive includes adults who did not engage in any sessions of light or moderate (causes light sweating or a slight to moderate increase in breathing or heart rate) or vigorous (causes heavy sweating or a large increase in breathing or heart rate) leisure-time physical activity of at least 10 minutes duration or were unable to perform leisure-time physical activity; some activity but less than regular includes adults who engaged in at least one session of light, moderate, or vigorous leisure-time physical activity of at least 10 minutes duration but did not meet the requirement for regular leisure-time physical activity; regular activity includes adults who engaged in at least three sessions per week of vigorous leisure-time physical activity lasting at least 20 minutes in duration or at least five sessions per week of light or moderate leisure-time physical activity lasting at least 30 minutes in duration.
NOTE: Unless otherwise specified, estimates are age adjusted using the projected 2000 U.S. population as the standard population using four age groups: 18-24 years, 25-44 years, 45-64 years, and 65 years and over. Estimates preceded by an asterisk have a relative standard error of greater than 30% and less than or equal to 50% and should be used with caution. † Estimates with a relative standard error greater than 50% are indicated with a dagger but are not shown.
-Quantity zero. Denominator for each percent distribution and percentage excludes persons with unknown characteristic.
5
Respondents were asked if they had been told by a doctor or other health professional if they had these conditions.
6
Heart disease includes coronary heart disease, angina pectoris, heart attack, or any other heart condition or disease. Female respondents were instructed to exclude pregnancy-related diabetes. Responses from persons who said they had ''borderline'' diabetes were treated as unknown with respect to diabetes. NOTE: Unless otherwise specified, estimates are age adjusted using the projected 2000 U.S. population as the standard population using four age groups: 18-24 years, 25-44 years, 45-64 years, and 65 years and over. Estimates preceded by an asterisk have a relative standard error of greater than 30% and less than or equal to 50% and should be used with caution. † Estimates with a relative standard error greater than 50% are indicated with a dagger but are not shown. Functional limitation is based on any degree of difficulty the respondent had in performing specific physical tasks (e.g., walking a quarter of a mile, walking up ten steps, standing for two hours, carrying a ten pound object) and engaging in social activities and recreation without the assistance of another person or using special equipment. 6 Limited includes limitation caused by at least one chronic condition, limitation not caused by chronic condition, and unknown if condition causing limitation activity is chronic.
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The category ''limited due to 1 or more chronic conditions'' is a subset of the category ''limited.'' Conditions lasting more than 3 months are classified as chronic; selected conditions (e.g., arthritis, diabetes, cancer, heart conditions) are considered chronic regardless of duration. NOTE: Unless otherwise specified, estimates are age adjusted using the projected 2000 U.S. population as the standard population using four age groups: 18-24 years, 25-44 years, 45-64 years, and 65 years and over. -adjusted percent distributions (with standard errors) and age-adjusted percentages (with standard errors) of adults 18 years of age and over, by race and selected  immunizations and HIV testing household, family, and sample adult interviews by year and household as well as sample adult response rates by year are found in Table I .
Item nonresponse
Item nonresponse for each of the sociodemographic indicators shown in this report was about 3% or less, with the exception of poverty status, which is based on detailed family income asked for in the family component of the questionnaire. Item nonresponse for the poverty indicator was 23.7%. Item nonresponse for the health behavior, health care, conditions, and other health related items ranged from 0.1% to 5.5%. The denominators for statistics shown in Tables 2-8 
Age adjustment
Data shown in this report were age adjusted using the projected 2000 U.S. population provided by the U.S. Census Bureau as the standard population (20,21). Age adjustment was used to allow comparisons among various population subgroups that have different age structures. Age adjustment is particularly important for demographic characteristics such as race and ethnicity, education, and marital status, and it is also helpful for other characteristics. The following age groups were used for age adjustment: 18-24 years, 25-44 years, 45-64 years, and 65 years and over (Table II) . Estimates for education, health insurance coverage, and pneumonia shot are restricted to certain age groups and are adjusted accordingly.
Estimates were calculated using software for statistical analysis of correlated data (SUDAAN) (19) . The SUDAAN procedure PROC DESCRIPT was used to produce age-adjusted percentages and their standard errors. 
Relative standard error
Estimates with a relative standard error of more than 30% but less than or equal to 50% are identified with an asterisk (*). Estimates with a relative standard error of greater than 50% are indicated with a dagger ( †) and are not shown. The relative standard errors are calculated as follows:
Relative standard error (as a percentage) = (SE/Est) 100, where SE is the standard error of the estimate, and Est is the estimate.
Definition of terms Demographic terms
Age-The age recorded for each person is the age at his or her last birthday.
Education-The categories of education are based on the years of school completed or highest degree obtained. Only years completed in a school that advances a person toward an elementary or high school diploma, General Educational Development high school equivalency diploma (GED), or a college, university, or professional degree are included. Education in other schools or home schooling is counted only if the credits are accepted in a regular school system.
Health insurance coverage-NHIS respondents were asked about their health insurance coverage at the time of the interview. Respondents reported whether they were covered by private insurance (obtained through the employer or workplace, or purchased directly or through a local or community program), Medicare Marital status-Respondents were asked to choose a marital status category most appropriate for their marital situation. In some cases, persons reporting their marital status as ''married'' may have been living in common-law marital unions. Alternatively, these individuals could have identified their marital status as ''living with partner.'' Adults who were living with a partner were considered to be members of the same family (as if married) and are categorized as ''cohabiting.'' The distinction between ''married'' and ''living with partner'' was made by the respondent. For this report, marital status was classified into the following two categories: married and not married (includes persons who were widowed, divorced or separated, cohabiting, or never married). Nativity U.S. born-U.S. born is defined as having been born in one of the 50 states, the District of Columbia, Puerto Rico, or any of the other U.S. territories (e.g., American Samoa, Guam, U.S. Virgin Islands, and Northern Marianas). Persons born in a foreign country to parents who were U.S. citizens were also defined as U.S. born.
Foreign born-Foreign born persons are defined as people living in the United States who were not U.S. citizens at birth. All naturalized citizens, legal permanent residents, illegal aliens, and persons on long-term temporary visas (such as students or guest workers) are also in this category.
Poverty status-Poverty status is based on family income and family size using the U.S. Census Bureau's poverty thresholds. ''Poor'' persons are defined as below the poverty threshold. ''Near poor'' persons have family incomes of 100% to less than 200% of the poverty threshold, and ''not poor'' persons have family incomes that are 200% of the poverty threshold or greater.
Race-The 1997 Office of Management and Budget (OMB) federal guidelines (22) for reporting race require that persons of single race be distinguished from persons of multiple race. ''Single race'' refers to persons who indicated only a single race group. Estimates for the smaller subcategories of single race persons and multiple race combinations can only be reported to the extent that the estimates meet the requirements for confidentiality and statistical reliability. In this report, nine categories are shown for single race individuals (Chinese, Filipino, Asian Indian, Japanese, Vietnamese, Korean, white, black or African American, and AIAN). Other subcategories of single race persons and multiple race persons are not shown because of statistical unreliability as measured by the relative standard errors of the estimates.
The text in this report uses shorter versions of the new OMB race terms for conciseness, and the table uses the complete terms. For example, the category ''black or African American, single race'' in the table is referred to as ''black'' in the text.
